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Questions relatives a I'int6gration de la lutte contre la filariose lymphatique
dans Ies programmes de lutte contre I'onchocercose en Afrique

Document de rdfirence

R6sum6 analytique

Le present document a et6 prepare par deux consultants (un epidemiologiste et un
sp6cialiste des sciences sociales) en etroite collaboration avec un eprdemiologiste et
un specialiste des sciences sociales travaillant pour I'Organisation mondiale de la
sant6 dans le cadre des Programmes de lutte contre l'onchocercose a Ouagadougou.

L'objectif recherche consiste i 6tudier les modalit6s de I'integration de l'eradication
de la filariose lymphatique dans les programme de lutte contre I'onchocercose (OCp
et APOC) en appliquant un systeme de rraitement i l'ivermectine ger6 par les
communaut6s.

La filariose lymphatique est un grave probleme de sant6 publique dans 3g pays
africains bien qu'elle soit rarement reconnue en tant que iel parce qu'elle ne presente
pas toujours de manifestations cliniques ext6rieures. Selon lis estimations,
43 millions de personnes sont infect6es en Afrique subsaharienne et 512 millions de
personnes sont menac6es. Le l{uchereria bancrofti est le parasite de Ia filariose
lymphatique le plus repandu dans les r6gions tropicales, nttu--.nt en Afrique. Ses
principaux vecteurs de transmission sont des moustiques d'esp dces Anophdti, mais
des cas de transmission par le calex quinquefasciatus ont 6t6 observ6s d.ans des
centres urbains d'Afrique de l'Est.

L'elephantiasis est la manifestation la plus connue de la f,rlariose lymphatique. Elle se
traduit generalement par un gonflement des membres inferieurs et des bras chez les
hommes et chez les femmes, des organes g6nitaux masculins et, moins souvent, des
seins et des organes g6nitaux f6minins. Un grand nombre d,habitants des pays
d'endemie souffrent d'ad6nolymphangiomes aigus et d'hydrocele sans toutefois que
ces cas soient d6clares. La filariose lymphatique pr6sente un autre syndrome clinique,
I'eosophinie topicale, qui se caract6rise par une r6ponse immunitaire tres forte de
l'organisme aux microfilaires. Des cas de l6sions r6nales ont egalement 6te d6clares,
qui se pr6sentent parfois sous forme de chylurie ou d'hemarurie.

La filariose lymphatique a des cons6quences socio-6conomiques et psychologiques
considerables parce que les personnes qui en souffrent sont dans la force de l;ige.
Elle impose une iourde charge sur des systdmes de sant6 d6ji bren rrop soilicit6s. Les
personnes souffrant d'hydrocele ou d'un lymphoeddme sont souvent stigmatisees par
la soci6t6 et firussent par devoir Otre prises en charge, notamment sur le plan
financier, par d'autres membres de la communaute, ce qul ne fait qu'aggraver Ie
sentiment d'ins6curit6, de honte, d'isolement et de ruinerabiiite econoilque 6prouv6
non seulement par les malades, mais aussi par les communauttis er ies pays.
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La fourniture grarulte d'ivermectine (par Merck Co., inc.) et d,albendazone (par
SmithKline Beecham PLC) en vue <ie I'6radication de la frlariose lymphatique en
Afiique offre une occasion unique d'entreprendre Ia lutte contre cette maladie.

Il importe toutefois de regler un certain nombre de questions avant de se lancer dans
des programmes de g'ande envergure. Il faut, en premier lieu, proc6der i une
6valuation g6ographique rapide de la distribution de la filariose. Cette operation a 6t6
realis6e au Ghana et clans certaines parties de la Tanzanie grice a des questionnaires
envoy6s a des persomes soigneusement s6lectionnees et a une 6valuation
clinique./immunologi<1ue de Ia charge de morbidite dans les diff&entes communaut6s
Les op6rations de carr:ographie doivent 6tre r6alis6es de manidre progressive, en
fonction des ressourcr:s disponibles, avant le d6marrage des interv'entions. Il est
propos6 de confier la coordination de cette activit6 au Prograrnme special de
recherche et de formation concernant les maladies tropicales ou a un groupe de
consultants collaborarrt 6troitement avec ce Programme et les Programmes de lutte
contre I'onchocercose a Ouagadougou.

Il serait tout i fait sou,haitable d'entreprendre des activites de lutte conffe la filariose
dans la region Afrique, surtout si ces activites pouvaient €tre integrees dans les
interventions de lutte contre I'onchocercose, cette maniEre de proc6der etant
probablement la plus efficace au plan des cofits. Deuxiemement, un programme de
lutte contre la filariose pourrait ben6ficier de l'exp6rience et des competences
accurnul6es dans le cadre des programmes poursuivis pour lutter contre
l'onchocercose puisq'ue les principes de la lutte contre ces deux maladies sont
similaires.

9. Bien qu'il paraisse avantageux d'int6grer les activites de lutte conrre la filariose
lymphatique et celles de la lutte contre l'onchocercose, certains problemes se posent
qu'il convient de r6soudre. Citons, par exemple, la mesure dans laquelle les pays ou
la filariose lymphatique est end6mique sont determines i lutter er, en fin de compte, i
6radiquer cette maladie ; l'administration, par les communaut6s, des deux
medicaments en association ; les dosages diff6rents (le dosage d'ivermectine est
fonction de la taille de la personne soign6e tandis que celui de I'albendazoie est Ie
m0me pour tous). Il convient 6galement de d6terminer conunent lutter contre la
filariose lymphatique dans les zones urbaines (la plupart des activrt6s de lutte contre
l'onchocercose se d6roulant dans les campagnes) et comment inclure la lutte contre la
morbidite associ6e i [a filariose dans les services de sant6 offerts au niveau des
comrnunaut6s ou dans les 6tablissements peripheriques. I1 est proposd de realiser une
etude pilote d'enversure limit6e au Ghana pour d6terminer Ia faisabilite de cette
integration au moyen de recherches op6rationnelies.
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Executive Summary

l. Ths document was prepared by two consultants (an L,pidemrologrst and a Socnl Screntrst)
working ur close collaboration with an Epidemiologist and Social ScientLst from the World
Health Orgarusation's Onchocercr"asls Control Pro grammes Ln Ouagadou go u.

2. The objective was to study the modalities of integratrng the ehmrnation of lymphatic
hlariasis (LF) with the Onchocerciasis Control Programmes (OCP and APOC) using
the Community Drected Treatment with Ivermectn (CDTI) approach.

3. Lymphatic filanasis is a serious public health problem in 38 African countnes although this
fact is rarely acknowledged due to the hrdden nature of some of the overt signs of the

drsease. It is estimated that 43 million people are infected within the sutrSaharan region
with another 512 million at nsk. Wuchereia bancrofti is the most widespread parasite of
LF in the tropical areas includurg Africa. The man vectors ue Anopheles species of
mosquitoes. Trarsmission by Culex Quinquefasciarus has been reported in urban centres
within the East African region

4. Elephantiasis is the most recognised manifestation of LF. It usually affecs the lower limbs
and arms in both males and females, the male gerutals and (less commonly reported) the
female breasts and genitals. Acute adenolymphangitis (ADL) and hydrocele affect a large
number of people in endemic countries but continue to be hidden. Tropical pulrnonary
eosinophilia (TPE), characterised by immunological hyper-responsiveness of the human
host to microfilariae, is a.lso a clinical syndrome associated with LF. Renal diseases have
also been reported and may present as chyluria or haematuria.

5. The socio-economic and psychological consequences of LF are immense because it affects
people in their most productive years. It impacts heavily on the already over-burdened
health care systems. Persons with hyfuocele or lymphoedema are often shunned and

isolated within their communities and end up being dependent on others for care and

financial support. This leads to further insecurity, shame, isolation and economic loss to the
individuals, communities and the countries.

6. The availability of ivermectn and albendazole (from Merck Co. Inc. and SmithKtine
Beecham PLC, respectively) free o[ charge for the elimrnation of LF withrn the A.frrczur

region presents a unique opponuruty to irutnte control acti\"lties.

7 . A number of issues need to bc resolved before launchrng into large-scale programmes. The
hrst ls the need for a Rapid Geograptuca.l Assessment of Frlariasrs (RAGFIL) distribution.
Thrs has been conducted ur Ghana and parts of Tanzann. It ls comprised of the use of
questionnalres sent to key informants and clmcaVlrnmunological assessment of the

commuruty burden of the disea-se. Mappng necds to be done in a phased marurer
depxnding on availability of resourccs bcforc'initnturg control activrtres. It Ls proposed that
l"hls acttvrLv ,-n-k' co-ordurated by thc Specral l)rogrammc hrr Rc*-arch arnd Trairung rn

0g/1 7/99
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Troprcal [)iseas.-s (TI)R) or by a group of consultiints workmg rn close collaboration wtth
TI)R and the Clnchoccrcrasis Control Programmcs rn Ouagadougou.

8. Irutiation of control activlties in the Afncan Region would be most desrable, cspccrally rf it
could be integrated u'ith onchocerciasis control actrvities. Thrs rs Iikely to be morc cost
effective. Secondly, th:re ls a lot that a hlarnsis control prografirme could bcnc:ht from the

experience and expertisc of the exsting onchocercr,asis control programmes since the

principlas of control ile very srnilar.

9. Although there are apparent benefits of rntegration of [.[r control activities with
onchocerciasis control, several challenges have been identrfied that need to be addressed.

These rrclude the cc,mmitment of LF endemic countnes to its conlrol and eventual
ehmination; commuruties' up-Lake of the combrned therapy; differences in dosages
(ivermectin is based cn height while albendazole is one dose for all). Other issues to be

considered are how to handle urban LF (most onchocercrasis control activities are rura]
based) and how to incorporate LF morbidity conuol at the community and peripheral
health service level The approach proposed is a small-scale pilot study ur Ghana on the

feasibility of inte gratio n thro u gh o peratio nal researc h.

IV
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1 lntroduction

Background i nformation

Lymphatic iilanasrs (LF) is a major public health problem n sub-Saharan Afnca. It is cstimatcd
to affect 43 milhon people and 512 million people are at rsk n the regron. in spitc of the
magrutude ol I-F, it har; been identrfied by the International Task Force for Disease
Eradication as one of the world's sx "eradicable'' or "potentially eradicable" infectious
diseases.' As a resuh, the World Health Assembiy at its 50th general assembly rn May
1997 pa.ssed a resolutiorr to eliminate the disease as a public health problem world-wide.2
The major challenges to the implementation of thrs resolution rnclude a good knowledge
of the distribution of the disease, an efficient drug distribution sysrem, and political
commitment by national governments and the international community. To achieve this
global objective, there is the need to establish regional and country specific programmes
that are tailored to the local operational envronment and the epidemiology of the disease.

Over the past two and a half decades, the Onchocerciasis Control Programme in West
Africa (OCP) and the Alrican Programme for Onchocerciasis Control (APOC) for the last
five years, have demonstrated that it is possible to achieve great successes in
onchocerciasis control by working in close partnership with Ministries of Health (MoH),
Non-Governmental Devt:lopment Organisations (NGDOs) and the Donor and Sponsoring
Agencies. The donatiolt of ivermectin by its manufacturer (Merck &Co., tnc.) to
OCP/APOC and the settjxg up of an effective and efficienr drug distribution mechanism by
OCP/APOC have been the cornerstone of the success story. Recently, Merck & Co., Inc.,
has decided to expan,J its donation programme to include LF in Afnca. This
announcement, together with the decision by SmithKline Beecham (SB) Plc. to donate
albendazole for the global lymphatic hlariasis etimination presents an opportunity to
explore the feasibility of integrating the eiimination of hlariasis into onchocerciasls control
activities in Africa.

The Burden of Lymplhatic Filariasis

Wuchereria bancrofti is the most widespread parasite and is estlmated to affect about 107
million people m the tropical areas of Africa, India, Southeast Asia, the Pacific Islands.
and South and Central Amenca. About 407o of those infected with Wuchereria bancrofti
Iive in sub-Saharan Africa.

' CtlC (try3t. Rcrrrnmendatirrns oltie Intcrnatrcxral 'l'ask kxct icr lhscasc l]ratfucatrcrn. Mrtrbrcltt\ tutd
nwrlalily weekly, repon, 12: l-)8.

2 World llqrlth Assembly (l()91 1. Rcsolurron 50 29, (ieneva

1 oe/17/ee
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Figure 1: Global distribution of lymphatic filariasis.
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1.1.1 The Burden of Lymphatic Filariasis in Africa

Filariasis has a long history in Africa and is believed to have been well established in the
western and eastern parts of the continent by the 14ft-15e centurf. It is estimated that
some 4.6 million cases of lymphoedema and over 10 million cases of hydrocele occur in A.frica.

These represents approximately 40Vo of the global burden of LF.a

Figure 2 shows the countries in the African Region where the disease is currently known
to occur. However, the exact distribution of the disease within most of these endemic
countries remains unknown. Thus, even though there is information on the sub-regional
distribution of the disease, it does not provide the necessary information required for
planning national control programmes. Hence, the use of recently developed rapid
epidemiological mapping tools will help to describe the distribution ol the disease within
endemic countries and provide an essential basis for the development of country specific
control programmes.t

' Simonsen PE, Pederson EM, temnge MM, and Michael E (lggl).Lympharic filariasis research and crrntrol in
Africa. Paras itolo gy Todny, 13: 413415.

a Michael E, Bundy DA and Grenfell BT (1996). Re-assessing the globa.l prevalence and distributjon ot
I ymphatic fi lariasis. P aras ito lo g y, 112:. 409 428.

'Gyapong JO, Adjei S, Gyapong M, and Asamoai EG (1996). Rapid community diagnosis ol lymphatic
ftlariasis. Acta Tropica, 6ll. 65-7 4.

2 09/17/99
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In most parts of Africa, the marn vectors ue Anopheles species of mosquitoes. however urban
transmission with Culex quinquefasciatus is known to occur ur some pafts or East Africa. In
most places, transmission takes place only in the evening and night-time, when the microfilariae
are ctrculating in highest numbers in the peripheral blood and the particular vector moquitoes
are biting.6

u Wrld Hea.lth Organisaticn (1992). Lymphatic filanasis: The disease and irs crxrrrol. Fifth repcr-t of WI{O
expert cumittec m lymphatrc filariasis. WHO technical report seies, g2l

3 09/17/99
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Figure 2: Distribution of Lymphatic Filariasis in Africa
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Integrating LF Elimination into Oncho Contol

1.1.2 Clinical Manitestations

Clinical disease associated with LF presents in various ways. Elephantiasis is the most
commonly recognised mardfestation (Figures 3, 4 & 5). Acute adenolymphangitis (ADL) and
hydrocele that affect a much larger proportion of people in endemic communities continue to
remain hidden but cause a great deal of suffering. The exact aetiology of ADL is only now
becoming clearer. It appears to result from the human immune response to parasite products
released by dead or dyng adult worms, and as a result of bacterial super-infection. A recent
study in Ghana showed an incidence of 95.9 episodes per 1000 per annum with over 75Vo

occurring in the lower limbs.i Men in general have more overt clinical disease than women,
because of the dif[erential occurrence of hydroceles in men.

Figure 3: Elephantiasis of the leg

Elephantiasis in Africa usually affects the lower limbs and the arms in both males and females,
the male genitals (mainly the scrotum but sometimes the penis as well), and, less commonly, the
female breasts and genitals (mainly the vulva). Hydrocele is more common than elephantiasis.
In some communities, its prevalence can be as high as 40Vo of adult male population. Its
prevalence has been recently shown to be a good predictor of a community's microfilaria
prevalence.8

Additionally, tropical pulrnonary eosinophilia (TPE), characterised by immunological hyper-
responsiveness of the human host to the parasite, especially microfilariae, is now recognised as

' Gyapong JO, Gyapong M, and Adjei S (1996). Epidemiology of acute adenolymphangitis (ADL) due to
lymphatic f,rlariasis in northem Ghala. American Journal of Tropical Medicine and Hygiene,54: 59 l-
595.

' Gyapong JO, Webber Rll, Morris J, and Bennett S (1998). The use of hydrocele prevalence as a rapid
dtagnostic index for lymphatic filariasis infection. Transactions of the Royal Society of Tropical M edicine
and Hygiene, 92: 40-43.

09/17/995
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Intcgrating LF Elimination into Oncho Control

one of the clinical syndromes associated with LF. This syndrome has been found to respond
well to diethylcarbamazine citrate (DEC) treatment in Tanzania.e Renal dseases have also been
described and may present as chyluria or haematuria-'0 rr

Figure 4: Elephantiasis of the leg with infection and skin changes

' Magnussen P, Makunde W, Simonsen PE, Meyrowitsch D, and Jakubowski K (1995). Chronic puhncnary
disorders, including tropical pulmonary eosinophilia, in villages with endemic lymphatic filariasii in Tanga
region and Tanga town, Tanzania. Transactions of the Royat Sociery* of Tropical Medicine and Hygiene, gg:
464ry.

t0 Wegesa P, McMahon JE, Abaru DE, Flamilton PJ, Marshall TF. and Vaughan Jp (1979). Tanzania hlaria-qis
project: Survey, methodology and clinical manifestations of bancrofuan frlariasis. ActaTropica,36:367-3jj.

" Dreyer G, Onesen EA, Galdino E, Andrade L, Rocha A, Medeiros Z, Moura I, Camisiro I, Beliz F. and
Coutinho A (1992). Renal abnormalities in microfilaraemic patients with banooftran hlariasis. American
Journal of Tropical Medicine and. Hygiene,46: "145-751.

6 09/17/99
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1.1.3 Social and Economic Impact

Lymphatic filariasis has grave socio-economic and psychological consequences.l2
Although LF is not fatal, the chronic symptoms often afflict individuals in their most
productive stage of life and therefore impose a significant social and economic burden on
society. It also imposes a tremendous burden on the health ca-re systems in endemic areas.

ln Ghana, one-third of all surgeries is for hydrocele repairs. A hydrocele operation costing
US $30 represents over a month of income for the average Ghanaian. in India, a hydrocele
operation represents up to three months in wages.

Figure 5: A case of elephantiasis with gross skin changes

It has been conservatively estimated that fi.lariasis in India, where one-thi-rd of cases occur,
costs over one billion dollars each year in lost productivity. In some communities in India,
7-87o of male labour is bst because of chronic LF, primarily hydrocele. Studies in India
and Ghana have shown that men with chronic LF have lower productivity than men
without the disease." The Chinese now estimate that every US dollar invested in filariasis

'' Evans DB, Gelband H and Vlassof C (1993). Social and economic factors and the control of lymphatic
filariasis: a review. Acta Troptca, 53: 1-26

'' Gyaporg JO, Gyapong M, Evans DB, Aikins MK, and Adjei S (1996). The economic burden of
lymphatic filariasis in northern Ghalzl AnnaLs of TropicaL Medicine and Parasitology,9U39-48.

7 09/17/99
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control has produced more than US $15 in benefits.ro

In addition to its economic impact, LF disease imposes a heavy psycho-social burden upon
affected individuals. Persons with hydrocele and lymphoedema are often shunned and
become isolated within their communities. Because persons with chronic manifestations of
the disease are often unable to work or to mzury, they become dependent for care and
hnancial support leading to further insecunty, shame, isolation and economic loss.rs
Experience from Kenya indicates that such people are often reluctant to attend mass
treatment exercises thus maintaining a reservoir for LF within their communities.16

Options for Control

There are two general strategies to reduce transmission of filarial infection. These a-re treatment
of human populations and vector control In addition, there is a third essential component of
reduction of morbidity." A significant advantage of recently advanced filariasis control
strategies is that they can be easily integrated into pre-existing control pro$ammes aimed at
other public health problems like onchocerciasis, malaria, and intestinal parasites.

1.1.4 Mass Chemotherapy

The World Health Organisation (wHO) curently recommends rhat mass distribution
progummes should completely replace prograrnmes based on selective treatment.
Diethylcarbamazine (DEC) remains the mainstay of treatment in most endemic countries. lts
use is however limited in onchocerciasis and loaisis endemic communities due to severe adverse
reactions. Ivermectin, which has proven highly succqsful in treating onchocerciasis, is now
approved for use against LF as well, following several studies that have shown its effectiveness
at an annual dose of 200 pgkg in sustaining reduction in microhlaraemia.,s

't WHO publication (1999). Building Partnerships for lymphatic hlariasis (draft) strategic plan for
discussion.

'' Gyapong M, Gyapong JO, Adjei S, Vlassof C, and Weiss M (1996). Filariasis in Norrhern Ghana: some
cultural beliefs and practices and their implications for disease control. Social Science and Medicine,
43:235-242

tu Amuyunzu, M (1997). Community perception regarding chronic hlarial swellings: a case study ot the
Duruma of coastal Kenya. East Afncan Medrcat Journal vol. 74 No. 7:41l-415

t' 
Ottesen EA DIke BOL' Karam M and Behbehani K (1997). Srrategies and tools fcr the ccrntroUehminatiqr

of lymphatic filariasis. B ulletin of the World H eahh Organisat nrt 7 S: 49 I _503.

't Cao W, Pleg PBV, Plaisier Ap, Slurys IJS, and Flabberna JDF ( 1997). Iverrnecrin for the chemuherapy of
bancroftian filariasis: ameta-analysisof theeffectof asingletrearnent.TropicalMedtcme an"d, Internatnnal
Healtlt" 2: 3934O3.

8 09/17/99



Inkgroaag L[' Ebnimtion into Oncho Control

Limited clirucal data novr suggest that comburation of ivermectin and albendazole reduces
microhlaraemia density rnore than ivermectur alone. The added benefit of the two drugs as
potent anti-helminthics for intestinal parasites makes it an excellent public heatth tool
Developing effective drug dstribution mechanisms will be key to the ehmination of the disease
since most health services in Africa on their own, may not be able to deliver drugs to entire
populations on a yearly basis. A Community Drected Treatment (ComDT) approach involving
the community and other partners in the drug distribution is therefore essential

1.1.5 Morbidity Control

Even when all microfilariae have been eliminated from the blood and successful
interruption of transmission has been achieved; the residual lymphatic damage from earlier
infection will persist and facilitate invasion of the damaged skin and lymphatics by
secondary external microbial pathogens (bacteria and fungi).

The microbial infectiorrs cause local inflammation that can induce or exacerbate
lymphoedema, elephantiasis and genital damage in those already infected or suffering from
the manifestations of LF. These sufferers constitute the highly visible tip of the iceberg of
filarial infection and disease, and though the incidence of such pathology will decline as

transmission control is achieved, such already-affected individuals require and deserve
some form of palliative treatment.

Morbidity control aims at reducing the suffering of already diseased persons, making them as

functional as possible and preventing the progression of their condition to worse states. Recent
studies pioneered in Brazil suggest that basic hygienic practices such as regular washing of
elephantoid limbs with s;oap and water reduces the incidence of acute attacks and the
progression of elephantiasis. Appropriate physiotherapy to increase lymphatic drainage
appears to be a good adjunct to treatment in the control of LF. The formation of "elephantiasig

clubs" where members shrare experiences and help one another with washing of elephantoid
limbs has been found successful in reducing suffering and psycho-social problems associated
with the disease. Hydrocel.ectomy is also an important component of morbidity conuol
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1.1.6 Vector Control

Reducing mosquito populations can play an effective support role m achievurg long-term
intemlption of transmission. Improved techniques are now available for enhancing the
effectiveness of vector control. These include insecticide-treated matena.ls (tTMs), mainly
bednets and curtains, and residual sprayng. The WHO recommends that LF control should not
be based on vector reduction alone but that vector control be used as a supplement, when
feasible, to t-reatment programmes. The use of these and other techniqrer h^s enabled the
elimination of LF in Japan, Taiwan, Solomon Islands, South Korea and some parts of China.re
20

" webber RH (1979)- Erad.icatim otwuchereria bancrofti rnf@ron through vectcr control . Transactnns of the
Royal Sociery of Tropical Medicne and Hygiene. T3: jZ2_1,2A.

20 wuld Health Organisaticn (1996). Lymphatrc Filariasis Fact Sheer No. 102. Drvrsion olControl of
1'ropical Diseases, Geneva, Swiuerland.
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2 Objectives

General Objective

The main objective of this initiative is to develop and implement a regional programme

that will control and eventually elimrnate lymphatic hlariasis as a public health problem in
Africa.

Specific Objectives

1. To determine the distribution of lymphatic frlariasis within the African sub-region and

asses the extent of ol,erlap between LF and onchocerciasis in endemic countries.
2. Assess the feasibility of integraturg LF and onchocerciasis control activities on a pilot

basis in countrieVareas where the distribution of both diseases is well documented.

3. Based on the lurdings of specific objectives | & 2, provide a framework that will
enable individual Afrlcan countries to integrate national onchocerciasis and LF control
programmes in the context of a regional elimination prograrnme.

4. To improve knowledge in endemic communities on the cause, transmission, effect,
management and control of lymphatic filariasis through the use of appropriate
information, educatic,n and communication (IEC) methods.

5. To reduce and lLnally break transmission of lymphatic filariasis through mass

administration of anl.i-frlarial drugs using a community directed treatment (ComDT)

approach of drug adrninistration.
6. To reduce morbidity associated with lymphatic hlariasis through appropriate

management of hydrocele and elephantiasis.
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3 Rapid Mapping of Lymphatic Filariasis in Africa

Rapid Geographical Assessment of Filariasis (RAGFIL)

The UNDP/IVorld Bank/ WHO Special Programme for Research and Training in Tropical
Diseases (TDR) has sponsored and co-ordinated studies to help map out the distribution
of LF.2r The RAGFIL studies benefited from the experience and expertise of the earlier

Rapid Epidemiological Mapping of Onchocerciasis (REMO).22 The RAGFIL principles

are as follows:

1. Exclusion of areas not likely to have ftlariasis

2. Mapping of the remaining area based on
a) Indirect questionnaires

b) Grid sample survey of adult males for hydrocele or antigen prevalence

Based on the experience from the RAGFIL studies, the following sequence of events are

proposed for assessing the distribution of the disease.

3.1.1 Exclusion of areas

Regions of endemic countries are excluded if by ecological or other features, the

prevalence of the disease is likely to be nil or at such low levels that they are unlikely to be

significant for control. Criteria for exclusion may include prior negative screening and the

absence of historical evidence for inclusion, and demographic and ecological features that

are incompatible with the parasite, vector, and disease (e.g. uninhabited zlreas, deserts,

national parks, very high mountain ranges etc).

21 World Health Organisation (1998). Research on rapid geographical assessment of bancroftian filariasis
Geneva. TDR/| DF/COMDT/98. 2.

" Ngoumou P, Walsh JF. (1993) A manual for rapid epidemrological mapping of Onchocerciasis. World
Health Or gan isation, Geneva. TDR/TDE/ONCHO/9 3.4,
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3.1.2 Mapping of distribution of filariasis in remaining areas

In known endemic or possibly endemic regions (i.e., those not excluded), Rapid

Geographical Assessment of Filariasis (RAGFIL) will be done. Two drfferent RAGFIL
methods are proposed:

(D a merhod in which ar large sample of vrllages will be surveyed indirectly with
questionnaires directe,C at key tnformants, and

(ii) A method based on surveys using rapid assessment techniques (i.e., health worker

examination for hydr<tcele and lymphoedema, or antigen screening with the ICT
card) in a small sample of communities selected on the basis of a geographical grid

(grid spacing 50km).

I ndirect questionnaire
With this method, questionnaires will be sent to key informants specified locally, such as

leaders, teachers, and other knowledgeable persons in selected communities. They will be

sent through existing channels suggested by the district-level authorities. The completed

questionnaires will be sent directly to the District Health Management Team (DHMT). tf
these questionnaires have not been received within a period of 8 weeks no further efforts

to recover them will be made. The questionnaires will then be evaluated according to the

analytic framework developed by TDR.

RAP survey in a sample of ccrmmunities
An area-stratified random sarmpling design will be carried out for the mapping using a

50km x 50km grid. Steps for the proposed mapping are as follows:

Overlay a grid of 50 km X 50 km on the map of the country/region.

Calculate the geographical co-ordinates at each intersection of the X and Y lines.

Identify the community nearest to each of the identified intersection points of the

grid falling within the country to identify the spatial random sample of communities

for rapid assessment

The name and co-oriiinates of the communities are entered on a spreadsheet with
population, area, and other relevant variables.

Train health workers to screen a random sample of 50-100 adult males for

hydrocele and lymphoedema. If there are less than 50 adult males in the selected

community, screening should be extended to include males from the nearest

community till a total of at least 50 adult males have been examined.

Only males who have been at least 10 years resident in the community should be

included in the examination. Only obvious lymphoedema and hydrocele greater

than tennis ball should be recorded as positive. The examination should use the

principte of "if in doubt, leave it out".
Clinical examination may be repiaced with antigen screenutg with the ICT.

x
x

x

X

X

X
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X The prevalence of hlarial disease (hydrocele or lymphoedema) or antigen
prevalence in adult males should be plotted for each sample community on a map
using GIS software.

X Each surveyed community will be classified as endemic or non-endemic based on
the hndings of the examination.

X The region bounded by endemic communities is considered endemic. The region
bounded by non-endemic communities is considered non-endemic. The region
bounded by both endemic and non-endemic communities is considered a fuzzy
zone. To better define the boundary between an endemic and non-endemic zone, a
further sample will be taken from the fuzzy zone usrng a more refined grid of
25x25 km. Based on local policy, all communities in fiizzy zones could be included
in a mass treatment programme for LF.

Executing the Mapping

There are two possible options in executing the mapping exercise. These are

l. To ask the TDR Task Force on Onchocerciasis and Filariasis which conducted the
initial studies on RAGFIL to do this work

2- To contract the work to a group of experts for co-ordination in close collaboration
with the TDR and OCP/APOC. This expert group should be made up of at least an
Epidemiologist and a GIS expert.

The mapping exercise should be canied out over a 9-month period and detailed reports
and maps will be completed within 3 months of completion of data collection.

14 o9/17/99
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The recommended approach for initial assessment is presented schemaLically in Figure 5

Figure 6: Schematic Approach for Rapid Geographical Mapping of Filariasis

3.1.3 Resources Required

The cost of conducting RAGFIL in Ghana in 1998 was only US$35,000 for an area
covering nearly half of the country and containing 4.5 million people. This suggests that
the RAFGIL approach fcr the areas where LF and Oncho coexist in sub-Saharan Africa
would be cost-effective au:ld affordable. Thus for the 30 endemic countries, approximately
US$ 1,330,000 will be required.

Key Informants Yes Initrate Control Acrrvities

No ICT or Hydrocele assessment using 50km by 50km gnd sample

No Yes

No Control Activities Initiate Control Activities
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Figure 7: Proposed starting areas of the mapping exercise
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4 Operational Framework

Three operational components of activities that may lead to a functional rnitiative for the

Elimination of Lymphatic Irilariasis (ELF) in Africa are proposed. These are:

1. Pre-Implementation and Baseline Activities

2. Pilot Control Activities and Operational Research

3. Establishment and Implementation of a Regional Initiative

Pre-lmplementation and Baseline Activities

This will be the preparatory phase. There will be a lot of dialogue between the Ministries

of Health and experts in LF control which will focus on how best to integrate LF activities

into routine service delivery and onchocerciasis control activities without losing the focus

of eliminating the disease. The following activities will be carried out, among others' to

prepare the ground for the possible establishment and implementation of ELF.

1. Geographical mapping of the distribution of the disease

2. Seeking Donor support
3. Seeking the commitmr:nt of national governments

4.1.1 Geographical A,ssessment (Mapping)

Assessment of the distribution of LF is fundamental to the establishment of any disease

control programme. The key activity that will be undertaken in this pre-implementation

phase will iherefore be mapping. Due to cross-border foci, a regional rather than a

iountry specific approach will be pursued. Based on recommendations from Rapid

Geogriptrical Assesiment of Filariasis (RAGFIL) Study, the procedure described in the

previous chapter wiil be used.

4.1.2 Commitment oll National Governments

The commitment of natipnal governments is crucial for the success of this prografnme.

Once maps of the distribution of the dlsease are available, it will be easier to solicit the

support of geattn Care Managers and Politicians to support a programme to eiiminate

irlariasis from Africa.
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5 The Case for an lntegrated Regional Approach

Justitication

A regional approach to ir.lariasis control in Africa is required to mount a comprehensive

attack on the disease and thereby achieve the goal of elimination. E,ven though a country-

by-country approach will be required for implementation, the regional approach has the

uduuntug. of enhancing inter-country collaboration and co-ordination, ensuring a

consistent quality of implementation and capitalisurg on economies of scale- These

advantages are particularly evident in rapid mapping of the distribution of the disease,

operational research, and cross fertilisation of lessons learnt from one country to another.

The regional approach is necessary for an efficiently functioning global partnership. It

allows ihe various piltners to specialise on a sufficiently large scale in order to capitalise

on their comparative advantages. For example, fund mobilisation can be the responsibility

of one prtn.. and managed in such a fashion so ils to maximise co-ordination of

frnancing, achieve consistent flows of resources where needed, and avoid wasteful

duptication and competition among recipient and donor countries. Similarly, it allows the

private partners to centralise the approval, management, and review of their donation

progrurnrn.s. Private partners would find it cumbersome to go through the bureaucratic

proi.sr of managing the flow of drug donations on a country-by-country basis.

hurthermore, such integration has more potential of strengthening country specific health

systems through improved management and drug distribution structures and expertise.

Benefits

OCP/APOC have a good track record of success in the region in terms of governance,

flexibility and implementation, which the ELF can benefit from.

l. Rapport with the Participating Countries' Ministry of Health officials: Each of
rhe Parriciparing Countries has signed an MOU with OCP/APOC which will facilitate

discussions of including ELF, making this a less demanding exercise. Furthermore, the

current implementers of OCP/APOC have had personal contacts with the Ministers of
Health of the Participating Countries and such rapport is important in setting the

agenda of ELF at the national level. Sensitising the Ministers is a crucial strategy for

getting a national commitment because LF is mistakenly often not considered a serious

public health probtem in many endemic counries.

2. Rapport with affected communities: The strength of a community drected initiative

is the community supported by the relevant ministries and other stakeholders. Both

OCP and APOC have already initiated and are in the process of strengthening

onchocerciasis endemic communities in the management of drug delivery and

monitoring programme activities. The structures already ur place and the current levels

of community involvement will be very useful for Et,F activities.

09/17n9
18



lnkgratag LF Eltminatbn nlo One ho Convol

3. Donors and sponsoring agencies: Fund agreements for OCP/APOC spell out the
various responsibilities of the sponsoring agencies, notably WHO as executing agency
and the World Bank as fiscal agent, and the various donors in terms of their
commitments to the disease control efforts. These fund agreements provide for
pooling of resources so as to maximise efficiency in fiscal management. They also

preclude earmarking or tied contributions thereby giving the programmes maximum
flexibility to wage widespread control over the disease. These donors and sponsoring
agencies will be requested to rncrease funding to cater for ELF activities.

4. Partnerships with stakeholders: Successful partnerships have already been forged by
OCP/APOC with international agencies, bilateral donors. private companies,

communities and non-governmental development organisations (NGDOs). These
partnerships are essential in shaping the integrated programme operations including
fundraising.

5. National Level: The approach of both OCP/APOC has been to work within the
national health care s'ystem without creating parallel structures. This has resulted in the
creation of National Onchocerciasis Task Forces (NOTF) ur APOC areas and National
Onchocerciasis Co-ordination (NOC) in OCP areas within the MoH. The NOTFs and

NOCs have Plans of Action for onchocerciasis control, which will make it easier to
integrate ELF activities.

6. Drug acquisition procedures: The participating countries are largely responsible for
ordering, receiving, safe keeping and distributing ivermectin for onchocerciasis
control. The existing structures will also be utilised in the acquisition of albendazole

and ivermectin for EI-F.

7. Training manuals, IIEC materials and monitoring tools: OCP/APOC have already
produced, pre-tested and used these manuals and materials in their intervention sites.

Therefore, adapting these to include LF will be a more cost-effective task than

designing completely new sets.

8. Community-directed treatment: This concept has already been introduced and

largely accepted in (fCP/APOC areas by the community and the external partners

which eases the process of rnitiatrng ELF activities. It is assumed that the addition of
one drug to the procedures will not be as involving as inrtiating ComDT in new areas.

The initiation of ComDT in OCP/APOC areas without CDTI will greatly beneht from
the programme's experiences.

9. Community drug dristribution and supervision: Community dlstributors of drugs
(CDDs) who are sebcted by the community and their supervisors have already been

trained and are working h many of OCP/APOC areas. The community, in some

project areas, has s:t up support systems (including motivation/rncentives for the

19 09/17/99
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dlstributors and monitoring of drug distribution). The same community resources will
be used for the distribution of ivermectin and albendazole after consultative meetings
and sensitisation. The use of the existing structures and community machrnery will
faci.litate quick acceptance of the additional drug.

10. Enhanced collaboration between the community and health personnel:
Community directed treatment requires a lot of collaboration between health personnel
and the community. The health personnel supervise the distribution of drugs in the
community within the established OCP/APOC structures. They are also responsible for
monitoring and managing any side effects that may result from taking ivermectin. This
synergy will be favourable for the additional distribution of albendazole in areas where
onchocerciasis overlaps with LF and the lessons learnt will be useful for other areas.

11. Prevalence of intestinal wonns, lice and scabies: Both ivermectin and albendazole,
especially the latter, are effective for the treatment of intestinal worms. Ivermectin is
also effective for the treatment of lice and scabies. The initiation of the combined drug
distribution will use these benehts to advocate support from policy makers, community
members, health workers and other stakeholders. Given the expected public health
impact of the combination therapy, the enthusiastic uptake of this intervention by the
communities is likely to enhance the achievements of OCP/APOC.

12. OCP/APOC experience in the region: the personnel at the headquarters
(Ouagadougou), Geneva and staff in the Ministries of health and other partner
organisations (for example, NGDOs) have extensive experience in the management of
community-based prograrnmes. The personnel who will be recruited to oversee the
integration of LF into OCP/APOC will gain a lot from closely collaborating with the
staff already in place. As evidence of this potential, the preparation of this document
has greatly benefited from the in-puts of senior staff serving on the two prograrnmes.

Challenges

The benefits outlined above strongly suggest that it is feasible and cost-efficient to
integrate ELF with the on-going onchocerciasis control programmes. However, it would
be naive to assume that there will be no challenges to this initiative. Some of the
challenges outlined below are relevant to any health development programme but some
may arise as a result of integrating ELF with the already established onchocerciasis control
programmes.

z0 0s/17/99
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1. Commitment at the national level: Although filariasis-endemic countries
unanimously approved resolution 50.29 at the 50th World Health Assembly on the
" global elimination of LF as a public health problem" man)' of them are yet to
operationalise their commitment. The main challenge for this integration is therefore
whether LF endemic countries will be willing to include filariasis in their Plans of
Action. Dialogue will be crucial at the national level. Using the rapport already
established by OCP/APOC, the government policy makers will be sensitised on the
magnitude of filariasis within their countries." The same approach will be used in the
eight countries that full out of OCP/APOC areas. The minrmal costs for ELF following
the donation of ivennectin and albendazole and the benehts of the drug combination
on other public health problems will be used for advocacy.

2. Differences in dosages: Ivermectin ca.n only be administered for mass teatment to
community members who are 5 years and above whereas albendazole's cut-off age is
2 years and above. I-urther, the administation of ivermectin is based on height while
albendazole is one ,Cosage for all. How will the integration be operationalised to
maximise the advanta7es of both drugs? For ease of operations in this initiative, the
combined drug distribution will target the 5-years and above in conformity with
OCP/APOC interventions. The CDDs in OCP/APOC countries will be trained on the
distribution of albendazole in order to avoid distributor errors. The introduction of
both ivermectin and albendazole will follow intensive community mobilisation.

3. Community Perceptionsl. The communities' reception of the combination therapy is
crucial for the integration. The main challenge is how the concept of combined
treatment will be rc'ceived vis-d-vis the one drug that people are accustomed to,

particularly in those communities which have been receiving ivermectin alone for
many years. Community sensitisation through appropriate IEC materials will be

undertaken prior to its introduction. The effect of the combined therapy on LF will be

made clear and the rclle of albendazole dehned. Other benefits of the combined therapy
will also be presented.

4. Mass treatment: The threshold for mass teatment in onchocerciasis areas is higher
(40Vo mf prevalenc,e, equivalent to 2,0Vo nodule rate) than for LF (21Vo). How will
the distribution of drugs be operationalised where there is an overlap of
onchocerciasis espe<:ially in the hypo areas? The pre-implementation activities will
include the determination of the distribution of LF within the endemic countries. In
cases of overlap betrveen LF and onchocerciasrs, either in the latter's hyper, meso or
hypo-endemic areas, mass treatment with the combination therapy will be carried out.

" This requires up-to-date information on the distribution and effect of lymphatrc filanasrs at thc national
level that will be gathered through RAGtilL.
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5. Differences in time frame: The elimination of LF is envisaged possible within a l0-
year period whereas the control of onchocerciasis goes on for much longer (20 - 25
years). How will the early termination of ELF activities affect the continuation of
onchocerciasis control activities where there is an overlapZ The operations of ELF'
will be implemented rn such a way that they complement the onchocerciasis control
programmes and if they have to be terminated earlier an effort will be made not to
disrupt the continuation of ivermectin distribution. Social studies will be conducted
before withdrawal to establish the safest way of gradually terminating ELF activities
without impacting negatively on onchocerciasis control.

6. Termination of OCP/APOC activities: OCP activities will be handed over to the
countries at the end 2002 while APOC activities, in each of the participating
countries are supposed to be handed over to the governments after 5 years of support.
Introducing ELF would require some more years of active intervention within the two
areas. How will this affect the plans for phasing out? It is proposed that ELF
activities be supported by the programme for the initial 4 years in all the endemic
countries and then be handed over to the MoH.

7. Urban filariasis: Since most of OCP/APOC areas haie communiry-based activities
within rural areas, how will urban LF be managed? It is proposed that the approach
taken by many countries for the elimination of other infectious diseases (including
polio and guinea worm) be adopted in urban set-ups. For instance, most countries
have now dedicated periods within the year where polio campaigns are conducted and
immunisations given to children aged 5 and below. For effective management of
ftlariasis-related morbidity, both the private pracritioners and public health providers,
in partnership with NGDOs and other stakeholders whose mandate includes working
in urban areas, will be trained in current methods of alleviating suffering resulting from
hydrocele and elephantiasis.

8. LF morbidity management.' Communities have been responsible, in the OCP/APOC
areas, mainly for the disffibution of drugs but with LF the management of morbidity
is an important component. How will these activities be in-built into the community
structures? The health personnel in fronttine health facilities will be retrained in the
identification and management of LF morbidity. Qualified personnel will perform
hydrocele surgery at the district/state level health facilities. At the community level,
identification of potential partners (such as women groups, retired health personnel
and other willing and capable community members) will be undertaken and a few
selected to attend a training of trainers (TOTs) course in the management of
elephantiasis
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Available Resources

It is recognised that APOC and OC'P have already put in place structures to facrhtate the
distribution of ivermectin in communities endemic with onchocerciasis. Such resources
(both human and material) could be utiiised where there is an overlap between the two
diseases with minimal aitditional costs.

5.1.1 Drug Suppliesi

Ivermectin ( M ec tizan@ )
Mectizan@ will be donated by Merck & Co., Inc. for use with albendazole in programmes
to eliminate LF through an expansion of its on-going Mectizan@ Donation Program in the
30 African countries wtrere onchocerciasis is also endemic. An additional application to
the Mectizan@ Donation Program will be required to obtain thrs drug for use in areas
outside OCP/APOC, but it is anticipated that delivery of the supplies of Mectizan@ and
albendazole to individual programmes will be co-ordinated.

Albendazole
As part of its collaboration with WHO to eliminate LF, SB Plc. will donate all the
albendazole required by country programmes developed along the prescribed guidelines
and recommended by the WHO Programme Review Group.
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Annex 1

1. Pilot Programme and Operational Research

While mapping is being done, there are several issues that could be explored on a pilot
basis in one region in Ghana where LF and onchocerciasis mapping have been done using
RAGFIL and REMO respectively, to explore the feasibiliry of integration of the two
control programmes. These include:

a)

b)
c)
d)
e)

0
s)

Adaptation of Information education and communication (IEC) materials
Training
Community directed treatment (ComDT)
Surgical treatment of hydrocele
Management of elephantiasis
Operational research
Monitoring and evaluation

These activities will be carried out over the one-year period that rhe hrst phase of the
mapping exercise is going on.

2. Adaptation of tEC Materiat

Appropriate health educational materials will be developed or adapted from the
OCP/APOC with the help of the community, which will provide information on rhe cause,
transmission, effect, management and control of LF. This information will ultimately help
the community members make informed decisions regarding treatment seeking and
protection from infection. Methods to be used will include print media (posters, handbills,
booklets, etc); electronic media (radio, television, etc); and other med-ia (drama, songs,
role-play, etc). The media selected will be those that are acceptable and responsive to the
needs of the community.

The ultimate aim will be to further develop IEC capacity at the country level to be able to
come up with integrated IEC materials for disease control in general, and with
onchocerciasis in particular. The LF messages will focus on:
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3. Training

There shall be three main levels of training to build capacity for filariasis control
specifica[y and disease r;ontrol in general. These will be at the national, district and

community levels. Spectfic trainrng manuals will be developed or adapted for the training
at the different levels. The training will be scheduled as part of regular in-service training
of the MoH in the form of workshops and seminars. Participants will rnclude both MoH
personnel and other pa-rtners.

National level
The training will be for the programme management team or members of the disease

control unit. The members will form the core group of scientists with the responsibility of
implementing the national programme. The training will focus on:

District level
Training will be targeted at health personnel in the disease control units of endemic

districts and other stakeholders. For ease of implementation, the training may be

conducted at in-country regional centres. The purpose of this training will be to provide
participants with knowledtge and skills on:

Communiry level
Training will target volunteers, selected community members and community leaders who
will participate in the community drug distribution activities.
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4. Community Directed Treatment (ComDT)

Mass drug distribution of ivermectrn and albendazole will be done during this priot phase.
It will be based on community wide distribution of ivermectrn and albendazole. The pilot
programme will build upon the CDTI approach of OCP/APOC in its drug distribution.
Health workers will work directly with the community in the distribution. All community
members aged 5 years and above will be eligible for treatment. The operarional dosage for
ivermectin of 200 pglkg will be used accordrng to Merck & Co. Inc. guidelines currently
applied by OCP/APOC. This dosage is based on the height of the person to be treated.
The dosage for albendazole will be 400 mg per person irrespective of size. Inasmuch as
communities wiil be given the liberty to distribute drugs, they wiil be encouraged ro
complete each yearly treatment round in at most two months.

5. Hydrocelectomy

During this pilot phase, the best way to improve upon hydrocele surgery will be explored.
In addition, District Medical Ofhcers will be equipped with the skills of hydrocele surgery
by sending consultants to work with them over a period of time.

6. Management of Elephantiasis

The pilot prognrmme will work with the community to demonstrare rhe proper care of
elephantoid limbs. Affected people wiil be encouraged to form elephantiasis clubs to share
experiences and help each other with washing of the limbs. These activities cannot only
halt progression of elephantiasis but can actually reverse the damage already present in
many affected individuals including its psychosocial and economic aspects. They include:

a) regular twice-daily washing of the affected parts with soap and water;
b) raising the affected limb at night;
c) regular exercising of the limb to promote lymph flow;
d) keeping the nails clean;
e) wearing shoes;and
0 use of antiseptic or antibiotic creams locally (or. in severe cases, systemic

antibiotics) to treat small wounds or abrasions ('entry lesions').

7. Operational Research

There can be no sustained, successful, controUelimination programme for any major public
health problem that does not have a strong focus of operational research buiit into it. This
is because there will always be challenges (anticipated or not) r.har develop and have to be
addressed during the course of such programmes. Thus, operational research helps to

a
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identify programme diffir;ulties (anticipated or nol.) and develop techniques to overcome
them.

Some key areas of operational research that will receive attention Ln the pilot phase of the
programme and beyond rvill include:

a)

b)

c)

Safety of co-administration of Albendazole and Ivermectin;
Operational delivery of the two drugs in OCP/APOC areas; and

Providing data for analyticaUsimulation models in the context of control activities

Safety of Co-Administration of Albendazole and lvermectin
Although preliminary trials have been conducted on the 2-drug treatment,2a a consensus is
yet to be reached among WHO, SB Plc. and Merck & Co., Inc. that the co-administration
regimens (albendazole-plus-ivermectin) are as safe in clinical and community trials as the
individual drugs given aklne to treat LF over a long period. In the meantime, observations
of safety of these 2-drug co-administration regimens tfuough careful monitoring of initial
pilot or small-scale country LF elimination programmes are therefore of prime importance.
In Ghana, some l2 communities (population between 500-2000 people) have been treated
with either ivermectin alone or a combination of ivermectin and albendazole.2s Even
though there was no sirgnificant reported adverse reaction, it is still an issue worth
following up in the long term. Other multicountry studies are being initiated to by WHO-
TDR to resolve these issues.

Operational Delivery of the Intervention
Initiation of new approaches to integrate LF elimination with programmes to control
onchocerciasis and eventually other diseases, even though for now looks feasible will still
require a great deal of operational research. Some operational research has already begun
in Ghana, Kenya and Tanzania on the delivery of drugs for LF control activities with
support from the UNDP/World Bank/WHO Special Programme for Research and Training
in Tropical Diseases (TDR). Some of the key questions that still need to be addressed are:

a) How are communities in the OCP/APOC areas going to receive the new concept
of two drugs instead of the one drug they have been used to?

b) Since ivermectin distribution is based on height, will the concept of single dose
Albendazole irrespective of heighUage/size be operationally acceptable to
communities?

c) The feasibility ancl effectiveness of adapting OCP/APOC training manuals and IEC
materials with active community in-puts.

'o Report from Informal Consultation on Albendazole Research Findings rn Lymphatrc Frlariasis, l3-14
October 1998 (WHO/FIL/98.1 94).

" Gyapong JO (1997). Evaluzrtion of the impact of a combinatron o[ ivermectin and albendazole treatment
on lymphatic hlariasis in Ghana. A WHO-TDR funded project. Project ID no. 911051

a

a
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Providing data for AnalyticaUSimulation M odels
Two groups rn Oxford and Rotterdam are currently developing analytic/simulation models
based on single dose treatment with Ivermectin. There is the need for these predictive
models to be based on control programme data and thus, control programmes have to
work closely with these two groups. These models will be made available to programme
managers for use in individual country elimination programmes.

8. Monitoring and Evaluation

The pilot programme will be monitored to demonstrate feasibility of integration with
onchocerciasis control, evaluate effectiveness and identify areas that require improvement.
Both process and outcome indicators will be necessary for effective programme
monitoring.26

Process Indicators
All monitoring activities will be carried out using a checklist. Areas to be monitored
include:

t

a)

b)

c)
d)
e)

0

Programme coverage
Drug distribution
Supervision
Management of LF morbidity
Acceptability of the drug combination.
Commitment of national health authorities and communities

a

Outcome indicators
a) The key outcome indicators will include:
b) Reduction in mf prevalence and intensity
c) Reduction in disease burden in the community

9. Cost of Pilot Programme

It is estimated that US$150,000 will be required to initiate the i2-month pilor conrrol
activities and address some of the operational research questions that have been outlined
above.

'u World Heaith Organisation (1999). Report of a WHO Informal Consultation on Epidemiologic
Approaches to Lymphatic Filariasis Elimrnatron: Inrtial Assessment, Monrtorrng, and Certificatron,
Geneva. WHO/trlL/gg. 195.
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10. Establishing a Regional Programme

Based on the hndrngs of the mapping exercse and the pilot programme in Ghana, it may
be necessary to recommend the establishment of a regional programme that would aim at
integrating LF control with onchocerciasis control. If that were the case, it s proposed
that a minimum of three professional staff be recruited to lead the programme, preferably:

The combined management team will develop standard procedures and guidelines for the
design, execution and monitoring of community-based distribution of ivermectrn and
albendazole. It should oversee the disbursement of funds to approved projects; ensure
monitoring and evaluation of the combined drugs in relation ro the programme objectives;
and ensure that applied and operational research is carried out in support of the
controVelimination activities, and that modifications are made when required.

a

t

a
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